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F 157 | 483.10(b){11) NOTIFY OF CHANGES F 157 paration and/or execution of this plan of

COTIechion Aoes not copstitnte adrmission or

cs-p | (NJURY/DECLINE/ROOM, ETC)
agreement by the provider with the statement

A faciiity must immediately inform the resident; : of deficisncies. The plan of correction i
sonsult with the resident's physician; and if prepared and/or executed becavse it is )
Kknown, notify the resident's legal representative required by provision of Federz) and Siat

or an interested family member when there is an regnlations. = e |

accident involving the resident which results in
injury and has the potential for requiring physician !
intervention a significant change in the resident's 1. Resident #5 was ireated at ggizjrdz,

physical, menial, or psychosociai siatus {Le., a .
deterioration in health, mental, or psychosocial the hOSP1t31 and retwned

status in either life threalening conditions of to the facility on

clinical complications); a need lo alter freatment 7/21/2012. Resident #5

eignificantly (i.e., a need fo discontinue an .

existing form of treatment due fo adverse no .io_nger resides at the

conseguencas, of o commence a new form of facﬂity.

treatment); or a decision to transfer or discharge 9 A review of current

t§h4eg§:i20(ear)],t irom the facility as specified in resident charts for the past
30 days was completed to

The facility must also prompliy notify ihe resident identify any x-1ay results

and, If known, the resident's legal representative not 1'eported to the

or interesied family member when there is a

change in room or soommate assignment &s resident and/or Power of

specified in §483.15(e)(2); or a ctiange in Attormney. This review

sesident rights under Federal or State faw or revealed appropz'iate

reguiations as specified i paragraph (b)(1) of . . .

his section. notification was
completed as indicated.

The facility must recerd and periodicatly update This review was

the address and phone number of the resident's completed on '

legal representative of interested family member,

8/9/2012.Facility license

This REQUIREMENT is not met as evidenced
by: -

Based on staff interviews and record review, the
facility failed o notify a resident and/or Power of

LABORATORYDI%?}DR;éO PROTUPPUERRE{%%T TNE'S?IGN URE ‘ TITL ‘;éfé; ]

1 /
"Any deficiency siaiemelﬁi ending with an aslerisk (*) denotes a deﬂcijgly which the institution may be exoésed from correcting providing it s delermined thai
other safeguards provide sufficient protection Lo the patients . (See instruclions.) Except for nursing homes, the findings $ialed above are disclosable 90 days
following the deale of survey whether of not a plan of correction is nrovided. For nursing homes, the above findings and plans of vorrettion are disciosable 4
days following the dale {hese documents are made svailable 1o the facility. If deficiencies are ciled, 2n approved plan of correciion is requisite o continued

program parficipation.
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Continued From page 1
Aftorney (POA) upon receipt of abnormal x-18¥
resulis for 1 {Resident #5) of 1 resident.
Findings'include:

i BRI
Resident #7 was admitted to the facility on
07/16/12. Cumulative diagnoses included
progressive suprauclear palsy and eatly
dementia. ¥

Review of the nussing admission assessmeant,
dated 7/16/12, indicaied the Resident #5 was
alert and oriented, had no shost or long lerm
memory probiems, and had modified
independence with decisions of daily fiving,

review of the resident” s admission
documentation revealed contact numbers listed -
for the residant ' s POA.

Review of Resident #5 medical record revealed
the resident had an x-ray on 07/21/12. Per the
record, the x-ray result was faxed to the facility on
n7/24M2 =l 11:30 AW and indicated the resident
nad a fractured clavicle. The record
documentation revealed the x-ray result was
faxed io the physician at 11:30 AN

Review of Resident #5's nursing notes, dated
07/2142, indicated the resident teft the facility
with her family at 11:00 Al and would be
returning at approximately 4:00 PM., Further
review revealed Nurse #2 notified the tamily
(name of POA) at 4:00 PM of the abnormal x-ray
report which indicated the-resident had &
fractured ciavicle. The notes continued that
Resident #2 returned to the facility at 5:05 PM
and was sent to the hospital at £:20 PM.

e PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COUPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
nurses have been re-
157

and

this

rays

educated to document on
the 24 hours report any X«
rays ordered, when they
are obtained, and results
of the x-ray. Facility
licensed nurses have been

educated to call the MD

and/or Power of Attomey
upon receipt of any X-ray
findings at the time of .
receipt by the Director of
Clinical Services, Unit
Manager, and Weekend
supervisor by 8/12/2012. ¢

done for newly hired
licensed nurses during the
orientation process. |
The 24 hour report will
be reviewed daily by the
Director of Clinical
Services, Unit Manager,
and/or Weekend .
Supervisor to identify x-

appropriate notification of
results to the doctor and
resident and/or power of
Attormney. '

notify the resident

education will be

being ordered and
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A phone interview, on 07/26/12 al 4:30 P, was
conducted with Nurse #2. Nurse #2 indicated
<he faxed the report to the physician when she
received the repori. She relayed that itwasa
very busy day with muitiple nursing issues, was
trying to provide care to all of ihe residents and.
had not had time to make a call to the family
member/POA when she received the x-ray report.
She indicated there was no staff member
availahie to assist her with the many on-going
issuss. Nurse #2 refayed the facility did have a
suparvisor on the weekends, hut the supervisor
was noi available 1o help as he was still in
orientation. She indicated she also was aware
the resident would be returning 1o the facility in
the afternoon.

An interview, on 07/25/12 at 12:30 P, was
conducted with Nurse #3, the weekend Nurse
Supenvisor. He relayed the nurse dig inform him
of the x-ray report for Resident #5 and he advised
her io call the responsible party as soon as he
wes informed. Wurse #3 indicated hie was not
aware that that there was a period of time from
the time the x-ray repori was received and the
responsible party was notified. He relayed the
resident and/or responsible pariy should have
seen notified when the reperl was received even
if the physician had not responded. Nurse #3
indicated the responsible party could have been
advised io lake the resident to the emergency
roam or to return to the facility so ihe resident
could be sent from the facility o the emergency
room for evaluation. He relayed Nurse #2 did
know the resident would be seturning to the
facility in the afternoorn, Murse #3 again stated
the notification should have besn completed
when the facility received the x-ray resulis since

L

tool will be completed S
times per week for 2
weeks, 3 times per week [
or 2 weeks, weekly for 2
weeks, then monthly for 10
months to identify '
appropriate notification of
¥-ray resulfs.

4. The Director of
Clinical Services wili
report the results of the
gquality improvement tool
to the Performance
Improvement committee
monthly to identify
trends and the need for .
further education and/or
monitoring.
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the resident was cut of the facility with fémily at -
that time and the x-ray result indicated the
resident had a fractured clavicle.

An intarview, on 07/25/12 at 1:45 AM, was
conducted with the Director of Nursing (DON).
The DON stated on 07/21/12 she recelved a
phone call from Nurse #3 regarding the x-ray
repori indicating Resident #5 had a fractured
clavicle. She refayed she advised Nurse #3 that
the responsible party shouid be nofified and given
the options of going onto the emergency room or
returning to the facility fo be sent to the
emergensy room. The DON indicated even if the
physicizn had not yet responded the facility staff
could have sent the resident onfo the emergency
room for evaluation because of the x-ray resuifs.
She stated her expeotatibn was the nurse would
have notified the resident/responsible pariy of the
x-ray resulls when the results were received even
if the nurse was waiting for the physician's
FESPONSE.
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CARY HEALTH.CSS5D
REHABILITATION

To: Kathy Sphar RN,BS

From: Sharla Haugh
Administrator

Date: 8/27/2012
Re: Addendum to Plan of Correction dated 8/9/2012
Dear Ms. Sphar,

Please accept this as an addendum to the plan of correction dated 8/9/2012.

Per our conversation, item number 3 located on page 3 of the Plan of Correction dated
8/9/2012 The DCS/Supervisor will be the individual who will be conducting the
monitoring and completing the monitoring tool mentioned. Please contact me if you have
any questions or need any further documentation related to our POC. Thank you for your
interaction, support and education related fo this concern,

i Noagh,

Administrator
Cary Health and Rehab



